Objective-To compare physical, lifestyle, and health characteristics of adolescent smokers and non-smokers and their initial response to antismoking counselling.
Introduction
Most adult smokers start smoking as teenagers. Older teenagers smoke at nearly the same rates as adults,' and many teenagers under 16 also smoke: 27% of girls and 26% of boys in the fifth year of secondary school are smokers.2 Early smoking is a particular problem as the younger that smokers start the less likely they are to give up,3 and early initial use of tobacco greatly increases the risks of lung cancer,45 whereas those who do not smoke regularly in their teens are unlikely to in adult life. High prevalences of alcohol consumption, sickness absence (a third of 14- 16 year olds were off school for illness during a previous four week period) and weight are other health problems among teenagers. 67 The main opportunity for health education to children is through school programmes, but the overall effect of education on smoking prevalence so far has been disappointing in the United Kingdom and United States.389 Research and policy surveys conclude that there is a need for new methods of intervention, recognising that most teenagers will experiment with cigarette smoking. They recommend that smoking intervention be integrated with advice on a range of health behaviours. 9 Antismoking intervention in general practice is effective in adults""'2 and is one of the most cost effective methods of improving health.'3 '4 Despite the importance of adolescence as a transition to adult lifestyle very little has been written about the health of teenagers seen in general practice. This study was therefore undertaken to examine aspects of adolescent lifestyle and the reaction of adolescents to intervention to reduce smoking. We report, firstly, the smoking habits of teenagers in the study and smokers' and nonsmokers' physical measurements; secondly, differences in their lifestyles; thirdly, differences in their health problems; and, finally, smokers' initial response to antismoking advice.
Methods
Three general practices in the Medical Research Council's general practice research framework (in an inner city area, a country town, and a Welsh valley) invited their patients aged 13, 15, and 17 for an appointment at the practice. The age range was chosen to cover the period of most rapid recruitment to smoking. Very few of the 13 years olds but more of the 15 year olds were expected to be regular smokers, whereas the prevalence of smoking of the 17 year olds was expected to be nearer to adult levels.2 To avoid bias towards or against smokers responding, the invitation made no mention of particular concern regarding smoking. Non-attenders were sent second and, where necessary, third appointments. Interviews took place between April and October 1989. Respondents were interviewed by the practice nurse for baseline data concerning their health, exercise, diet, alcohol consumption, their own and their family's smoking habits, sleep, and, for girls, whether taking oral contraception. Height, weight, and systolic and diastolic blood pressure (two readings) were measured and a saliva specimen, which the young person was told would measure exposure to tobacco smoke, taken for cotinine assay.
Two thirds of the adolescents were randomly assigned to see the doctor or practice nurse to discuss problems arising from the baseline interview. Risks of smoking, attitudes to smoking, and ways to refuse a cigarette were discussed, and information on safe drinking, healthy eating, and exercise given both verbally and in a pamphlet to be taken home. The extra risks of smoking and taking the contraceptive pill were discussed. Expired carbon monoxide was measured BMJ VOLUME 303and the implications of the finding explained. For smokers there was discussion of smoking habits, and specific counselling was offered on stopping smoking. Each smoker was given a pamphlet '5 The questionnaire to non-attenders was returned by 42% (78/186), but movers and wrong addresses were concentrated in the non-attenders so the real response rate is probably higher. The questionnaire showed no differences in smoking rates between attenders and non-attenders.
A clear dose-response relation was apparent between smoking habit and mean cotinine concentration, which increased from 1 ng/ml in never smokers to 155 ng/ml in those smoking more than six cigarettes a week (table  II) . Six of the ex-smokers had cotinine concentrations exceeding 14 ng/ml, a suggested cut off for differentiating smokers and non-smokers2 '7; this implies that the status of ex-smoker was in some cases an intention (14) 10 (7) 14 (14) 21 (18) 8 (6) 8 (6) 6 (6) 9 (8) 3 (2) 3 (2) 1 (1) Measured in a random subsample; tF==9-5, p<O-OOl. (26) made an agreement with the practice doctor or nurse to give up, 14% (6) said they might, and 23% (10) declined; one result was unknown.
Advice as given in the study would take about 20 minutes of the doctor's or practice nurse's time for each patient. Reimbursement for similar adolescent health promotion clinics is being considered by the Royal College of General Practitioners under the North West Thames faculty. If only a 10% reduction in prevalence could be achieved by discouraging non-smokers from starting and smokers from continuing, this would mean a cost in the order of £250 per smoker avoided.
Discussion
Teenagers are considered low consulters in general practice and there was some doubt about their likely attendance. The 73% response rate, however, compares well with adult studies such as the general practice research framework adult lifestyle trial, which had a response rate of 61%.8 The other study to call in adolescents to general practice achieved a 50% attendance rate on a single invitation. '9 Saliva cotinine concentration differentiated smokers from non-smokers and also non-smokers exposed to family passive smoking from those who were not, showing an upward gradient from father only to both parents smoking, confirming previous reports.20 A recent study reported that household exposure to 25 or more smoker years in childhood and adolescence doubles the risk of lung cancer.2 Measurable physiological effects of smoking are shown even at these young ages. Despite having a mean body mass index higher by 1 5, smokers registered a mean systolic blood pressure lower by about 6 mm Hg. This agrees with the report of Green et al that although cigarette smoking produces an acute rise in blood pressure in adults, smokers have lower blood pressure, which is not explained by differences in age, weight, alcohol intake, or physical activity.22 They postulate that as smokers tend to have higher heart rates and smoking seems to produce increased peripheral resistance, the reduction in blood pressure is most probably the result of reduced stroke volume. Similar effects are reported for 15 year olds in New Zealand.29 There was, however, no evidence from the peak flow rates in the present study of reduced lung function in general. This may reflect the short duration of smoking or that sophisticated measures of lung function were not made, but underlines benefits at this age of stopping smoking before lung function is obviously reduced.
Significantly higher body mass of smokers could be explained by reduced exercise and different dietary patterns. There is no reason to think that it is directly related to smoking, but it suggests that smoking does not necessarily keep adolescents slim. Smoking seems to be related to a constellation of behaviours including more frequent use of alcohol and reduced exercise and sleep.
There is evidence in the study that smokers, particularly girls, were considerably more likely to have health problems and that this was due to more allergic problems, notably asthma. Non-smokers had the expected national prevalence for their age whereas the prevalence in smokers was relatively high. Cigarette smoke has been shown to exacerbate and possibly trigger asthmatic reaction.24 One fifth of the asthmatic adolescents were regular smokers, and this must be an important issue for their management.
The increased risks of smoking for women taking oral contraceptives have been well documented,29 although it is not clear to what extent these risks hold for those taking very low oestrogen pills. A high proportion of ex-smokers were taking the pill, which may reflect a decision to give up smoking when starting the pill or a reluctance by general practitioners to prescribe the pill to current smokers. Even so, as many as 8% of 17 year old girls were both taking the pill and smoking regularly. Prescribing oral contraception may offer a good opportunity for discussing the risks of smoking.
Most smokers even at these young ages want to give up the habit, and 60% were willing to enter into a smoking cessation agreement with the doctor or nurse. This accords with findings of a study on adults that the doctor was considered an appropriate person to advise on health and lifestyle.26 A larger study is required to evaluate the effectiveness of advice given in general practice on adolescent health and lifestyle and the relative effectiveness of counselling by doctors and practice nurses.
An unexpected bonus of the study, expressed by practice staff, was the opportunity to lay the foundations of a good adult relationship, based on valuing positive health, with young patients, many of whom had previously been seen only rarely and during brief consultations for childhood ailments. The practice staff reported seeing rather few adolescent smokers. At these ages, particularly 13 Results-Older patients represented a small, but increasing, proportion of those investigated. Older patients had more severe symptoms at the time of angiography, were taking more antianginal drugs, and had had their symptoms for longer than younger patients. At angiography more older patients had triple vessel coronary disease, left main stem stenosis, or left ventricular impairment. After angiography similar proportions of older and younger patients underwent coronary artery surgery, with more elderly patients requiring urgent operation; although operative mortality was higher for elderly patients, symptomatic benefit was similar to that in younger patients.
Conclusions-Older patients with angina selected to undergo coronary angiography and subsequent coronary surgery have more severe symptoms and underlying cardiac disease. Earlier referral and investigation might yield a population with lower operative risk. Selection of patients for coronary angiography and coronary artery surgery should be based on the potential for benefit and should avoid "agism."
Introduction
The number of elderly people in the United Kingdom has risen progressively and there has been an associated increase in the prevalence of age related conditions such as angina pectoris. Although cardiology departments have consequently experienced an increase in the number of elderly patients referred for investigation of coronary artery disease, such patients still represent only a small proportion of the total number undergoing coronary angiography. To assess the value of coronary angiography in elderly patients with angina we reviewed the angiographic findings and clinical features and outcome of patients aged 70 years or more who had coronary angiography during 
